Medical Communication Authorization
Patient Name: ____________________________________________

Date of Birth:________________________________

In consideration of the confidentiality of medical information, 

I_____________________________ hereby authorize Coventry Medical Group the following methods of medical communication to me.

Please consider the Confidentiality of the methods listed below and circle those of which you approve.

Yes/No  Home Telephone/Voice Mail #__________________________

Yes/No  Work Telephone/Voice Mail #____________________________

Yes/No  Cell Phone #_______________________________

Yes/No  U.S. Mail Home
In the event I am unreachable, I authorize Coventry Medical Group to discuss information (i.e. Test & Lab Results, Billing Information) to the following persons:

Spouse: _______________________________

Other:___________________________Relationship_________________

_________ Please relay all Health information directly to me.  

I will inform the office of any changes to any of the above information.

Signature_______________________________  Date______________
